NHS, which extolled the importance of leaders in improving population health and patient care. 2 In primary care, these calls are concomitant with the move towards clinically led commissioning, with effective leadership being increasingly articulated as critical to the greater integration of services around the needs of patients and populations. [2] [3] [4] For some general dental practitioners (GDPs), leadership within the NHS would appear to be rather removed from the dayto-day experience of practice life, where the size of the team is relatively small and where care is limited to a familiar patient base rather than a local population. However, the Government's Health and Social Care Act has culminated in the concept of local professional networks for dentistry (LPNs). 4 The LPNs in dentistry are part of the substantive reform in the NHS
INTRODUCTION
In 2011 in the United Kingdom, the King's Fund published a report on leadership in the National Health Service (NHS), which argued for an approach that involved the whole clinical and management team. 1 
This was followed in 2012 by Leadership and engagement for improvement in the
Background and aims Leadership has been argued to be a key component in the transformation of services in the United Kingdom and in Japan. In the UK, local professional networks have developed to provide clinician led care in dentistry; working to develop local plans to deliver improvements in the quality of care for patients. In Japan, the remuneration model for dental care has been revised with the aim to improve the service and tackle the current challenges of population health there. The aim of this study was to use semi-structured interviews and thematic analysis to explore general dental practitioners' (GDPs) understanding of the term 'leadership' and determine whether its meaning is culturally bound. Methods Twelve participants were sampled purposively by the research team; identifying GDPs involved in leadership roles from across Greater Manchester and Tokyo.
A set of open-ended questions was developed for semi-structured interviews a priori and the interviews continued until saturation. Interviews were recorded, transcribed verbatim and codes were developed into a coding frame for thematic analysis. Representative quotations are provided in the results. Results Fourteen codes were identified according to the aims of the study and organised into five overarching themes. 'Leadership as the relationship' was more pronounced among Japanese GDPs, while 'leadership as the individual' was common in GDPs from Greater Manchester. Differences were also found in respect of education and training in leadership. Training was also considered to be important by the GDPs from Japan, while UK GDPs felt leaders were more likely to be influenced by innate qualities. The interdependence of leadership and entrepreneurship was raised by both sets of GDPs. Conclusion The concept of leadership was considered to be important by GDPs from both Greater Manchester and Tokyo; leadership was seen as providing strategy and direction for a clinical team. However, cultural influences were evident in how this was conceptualised.
in England and are analogous to the clinical commissioning groups in medicine. They are designed to provide clinician led care in dentistry; working to deliver local plans to deliver improvements in the quality of care for patients.
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Similar changes are occurring in Japan, where the remuneration model for medical, dental and long-term care has been revised with the aim to improve the service and tackle the current challenges of population health in the country. With the ageing population, GDPs in Japan are increasingly being required to work with other healthcare professionals to improve the oral health of the elderly and patients with chronic conditions. They are also expected to provide continuous care for patients moving between the community and hospitals. This is highlighted in the recent Annual health, labour and welfare report [2011] [2012] , which seeks to address the future demographic challenges in the Definite plan for the comprehensive reform of social security and tax. 6 Again, clinical leadership has been argued to be a key component of this transformation.
The aim of this study was to use thematic analysis to explore GDPs' understanding of the term clinical leadership and determine whether its meaning is culturally bound. Qualitative methods have been increasingly used in healthcare research and elicit the unique meaning that people attach to their experiences. 7 As such, it is particularly useful where the literature is sparse, for an understanding of the importance of clinical leadership in a primary dental care environment.
METHODOLOGY Participants
Ethical approval was provided by the University of Manchester Ethics Committee (12057) and was considered to be low risk by the Nihon University School of Dentistry in Japan. Participants were sampled purposively by the research team; GDPs involved in leadership roles within the shadow LPN in Greater Manchester and in the Metropolitan Tokyo and Kanagawa prefectures. Three owner-principle and three salaried dentists were invited from members of the Japanese Society of Dental Practice Administration. The salaried dentists worked mainly in hospital, but in the Japanese system they also work occasionally in private dental offices. Participants were contacted initially by e-mail and then followed up to arrange an interview at their convenience. The study was funded by the Great Britain Sasakawa Foundation (£2,000) to promote research between the UK and Japan.
Procedure
A set of opening questions was developed for the semi-structured interviews from existing research on leadership in non-dental clinical settings and crosscultural studies. In accordance with Carter and Henderson, these were open-ended questions and investigated the following areas: attributes and characteristics of clinical leadership; differences between clinical leadership and leadership in a non-clinical setting; management and entrepreneurship; barriers to effective leadership; and the importance of training. 8 The number of interviews undertaken was in accordance with the qualitative paradigm and so continued until saturation. 7 The interviews were recorded on a Sony Digital Recorder, ICD-P110 and the audio-files transcribed into MS Word documents and line numbered for thematic analysis to develop a coding frame. 7 The audio-files in Japan were translated by consensus, given the difficulties of expressing some of the complex cultural meanings (PRB, RM, MN). Two of the authors (PRB and MN) had been present at all the interviews in Japan to ensure validity. Overarching themes were developed from the coded transcripts by organising them into clusters based on the similarity of their meaning (PRB, RM, MN). 7 These were then checked against the coded extracts and the raw data to ensure that they formed a coherent pattern and were representative of what the participants were trying to convey. Specific examples were selected to create clear definitions for the coding frame and representative quotes of each theme are given in the results; 'Tk' denoting quotes from Tokyo GDPs and 'GM' denoting quotes from Greater Manchester GDPs. A statement of reflexivity is provided to ensure transparency. 
Reflexivity
Dr Paul Brocklehurst is a NIHR Clinician Scientist and a consultant in dental public health. Having spent 15 years in practice, he was aware of the importance of leadership at a local practice level. Although Dr Nomura and Professor Matsuda were experienced health service researchers in medicine, they did not have any preconceptions on the role of leadership in dentistry.
RESULTS

Demographics
Five of the six participants in the Japanese study were members of the Japanese Society of Dental Practice Administration. All of the participants from Greater Manchester had experience in the shadow LPN for dentistry in Greater Manchester; two were also Local Dental Committee area representatives. The mean age of the participants was 47 years (range 30-75; SD = 13.1) and eight were men (66.7%). With regard to professional experience, the mean number of years in dentistry was 23 years (range 8-46; SD = 11.8).
Thematic analysis
The thematic analysis produced a coding frame with 14 codes organised into five overarching themes (Table 1) .
Theme 1: characteristics of leadership
Code 1.1: What is leadership?
All of the participants across both cultural groups were able to express what they thought leadership was and used terms that denoted the provision of strategy and direction:
Tk. These concepts were not expressed by any of the dentists from Greater Manchester.
Code 3.2: Relationships
The importance of the relationship in leadership was also articulated among Japanese GDPs:
Tk. 4 
DISCUSSION
The concept of leadership was considered to be important by GDPs from both Greater Manchester and Tokyo; leadership was seen as providing strategy and direction for a clinical team. This concurs with results from earlier cross-cultural studies, where charisma and team-oriented attributes were universally endorsed as important components in leadership in a non-clinical environment. 10 It also concurs with earlier research examining the perspectives of GDPs in the UK.
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In the academic literature, leadership has been described using two broad themes: 'leadership as the individual' and 'leadership as the relationship' . 12, 13 The differences in the themes suggest that GDPs from Greater Manchester were more likely to conceptualise leadership using the former taxonomy, using terms that have been previously identified: charisma and intelligence, extraversion, integrity, creativity and self-confidence. [13] [14] [15] In contrast, GDPs from Tokyo described leadership in terms of a cultural and structurally embedded phenomenon. These differences map onto the 'individualism versus collectivism' domain in Hofstede's classical taxonomy of cultural differences in leadership; 16, 17 culture being defined as 'a set of cognitive and evaluative beliefs... that are shared by the members of a social system' .
18
The study also showed the importance of the Japanese collective sense of 'community'; respect and 'Senpai' being mentioned by all the participants. The latter is a phrase used to describe a mentoring system in Japanese culture that perpetuates a seniority-based relationship. As such, it demonstrates how important 'role-models' are in the Japanese culture and the value they place on formal training. This aligns with the 'leadership as the relationship' model, which emphasises teamwork, collaboration and interdependence. 19 It also maps onto earlier research undertaken in a clinical setting where respect and team cohesion were considered as important overarching super-ordinates. 20, 21 However, the study also highlighted how the hierarchical structures found in Japan could present a barrier to leadership. As seniority is ascribed on the basis of age, young GDPs can find it difficult to lead a team when they have to subjugate their authority to older but less senior clinicians.
Both groups of GDPs had a clear understanding of the differences between management and leadership, with the former relating to transactional processes in the 'now', while the latter relating to transformational processes in the future. 19, 22 In the UK, a collaborative leadership style that accounts for individual, situational and transformational factors has been advocated as a way forward for the dental profession. 23 Culture also influenced the GDPs' views on the importance of education. It was clear from the responses to theme four, that the GDPs from Greater Manchester felt that leadership was a phenomenon that was more within an individual as opposed to one that can be learnt per se. This contrasts with Morison and McMullan's qualitative study, where GDPs felt that education was vital to developing leaders. 11 The General Dental Council's curriculum framework and guidance on foundation and speciality training all place an emphasis on the demonstration of management and leadership skills. [24] [25] [26] Equally, the review of NHS dental services proposed a need for leadership initiatives and in medicine, the Medical Leadership Competency Framework has been developed to promote learning across five domains: demonstrating personal qualities, working with others, managing services, improving services and setting direction. 27, 28 However, numerous theorists argue that the dominant crucible for learning about leadership is through naturalistic processes and accidental events that is, 'on the job', rather than a deliberate and consciously planned approach to development. 29 Another important theme that emerged from the study for both groups of GDPs was the expressed tensions between maintaining a viable business and demonstrating leadership in clinical care for their patients. Gupta et al. argue that 'entrepreneurial' leadership is distinct from other behavioural forms of leadership in a competitive environment. 30 In a similar manner to Burgoyne and Hodgson, 29 Kempster and Cope 31 and Macpherson and Holt, 32 all assert that entrepreneurial learning is experienced within an arena of social relationships that either enable or constrain growth. For the entrepreneur, 'this social context places restrictions on his or her action possibilities, which are continually constructed, transformed and negotiated through relationships with those around them' . 33 Dharamsi et al. found that views on social responsibility among dentists was dominated by economic imperatives that can have a negative impact on the policies and practices directing access to care. 34 Therefore there is a need to take a systemic approach and align structural and regulatory changes with population need and access to services. With the advent of a future prospective payment system impacting upon practice size and a change to working practices through direct access, the importance of leadership will become increasingly important, if future services are to be responsive to need, equitable, effective, socially acceptable and efficient. 35 These issues are important in England as the guiding principles in Securing excellence in commissioning primary care are to ensure services are clinically led, patient focused and outcome focused, with an emphasis on quality. 3 Although both groups of clinicians saw the importance of leadership for the future, if GDPs are going to lead their profession and take a key role in tackling the health inequalities of their local population and drive up quality 3,4 they will require both financial encouragement and support from their dental public health colleagues to reorientate their 'down-stream' activity to 'up-stream' action.
Since Darzi, leadership in the UK has been explicitly linked to improving quality, but this will still require financial incentives to ensure service provision is aligned directly with population health needs. 36, 37 It could also benefit from a more structurally embedded approach as is typified in the Japanese model of leadership. The future roles of LPNs could be critical here in co-creating the agenda and drive for change, should they receive enough funding to support their role.
